Background: This aim of study was to develop and validate clinical nomograms to predict the survival of patients with medullary thyroid cancer. Patients and methods: Patient data were collected from the Surveillance, Epidemiology, and End Results database between 2004 and 2013. All included patients were randomly assigned into the training and validation sets. Multivariate analysis using Cox proportional hazards regression was performed, and nomograms were constructed. Model performance was evaluated by discrimination and calibration plots. Results: A total of 1,657 patients were retrospectively analyzed. The multivariate Cox model identified age, tumor size, extrathyroidal extension, N stage, and M stage as independent covariates associated with overall survival (OS) and cancer-specific survival (CSS). Nomograms predicting OS and CSS were constructed based on these covariates. The nomograms predicting both OS and CSS exhibited superior discrimination power to that of TNM staging system in the training and validation sets. Calibration plots indicated that both the nomograms in OS and CSS exhibited high correlation to actual observed results.
Introduction
An estimated 53,990 new cases of thyroid cancer will be diagnosed in the United States in 2018. 1 Medullary thyroid cancer (MTC) is a neuroendocrine malignancy of the parafollicular cells of the thyroid. 2 Although MTC only accounts for a minority of all thyroid malignancies, its incidence is increasing, with the greatest increase in patients with localized disease. 3, 4 The cornerstone of local treatment of MTC is still surgical resection, with or without adjuvant radiation. Nevertheless, MTC is responsible for a disproportionate percentage of thyroid cancer mortality. 5 The TNM cancer staging system of American Joint Committee on Cancer (AJCC) is the most common guidelines for the prognosis of MTC. 6 However, this system cannot be used for predicting individual patient outcomes. Moreover, some other factors including age, tumor size, extrathyroidal extension, margin status, vascular invasion, and calcitonin may be important for determining outcomes in individual patients. 7, 8 Therefore, it is needed to establish a prognostic indicator system specified for MTC patients.
Nomograms have been accepted as a reliable tool to quantify risk by incorporating and illustrating important factors for the accurate and discriminatory prediction of prognoses. [9] [10] [11] They were created by regression analysis and extended beyond the standard TNM anatomical criteria. 12 Nevertheless, no nomogram for individual 
Patients and methods Patients
MTC patients from 2004 to 2013 were selected from the SEER program of the US National Cancer Institute (NCI). SEER program is established to comprehensively collect clinical information on various cancer types for associated incidence, prevalence, and prognostic studies. 13 We used the SEER*STAT software (version 8.3.5) to extract data from the SEER database. The cohort for this analysis consisted of adult patients ($18 years) diagnosed with MTC who underwent thyroid surgery. The primary site and ICD for Oncology (ICD-O-3) were used to identify cases of MTC. The following site code and ICD-O-3 codes for histological type were used: C73.9 and 8345-8347, 8510. The criteria for exclusion were listed as follows: 1) patients were diagnosed at autopsy or death certificate; 2) patients with second primary malignancies; 3) patients had incomplete information (demographic data, clinical parameters, staging information, pathological findings, therapeutic procedure records, and full follow-up results). Two thirds of all patients were randomly selected to the training set for developing the nomogram, and the rest of patients served as a validation set for the purposes of validation. No ethical approval nor informed consent was required in this study due to the publicly available data of SEER.
Variables
Several clinical variables were extracted, including age, sex, race, tumor size, extrathyroidal extension, multifocality, surgery, T stage, N stage, and M stage, which were collected in the training set. Tumor size was classified into four parts, including "#2.0 cm," "2.1-4.0 cm," and ".4 cm" options. Overall survival (OS) was the primary endpoint, defined as the time period from the diagnosis to the death or last follow-up. Cancer-specific survival (CSS) was the second endpoint, defined as the time period from the diagnosis to the death caused by MTC or censoring.
statistical analyses nomogram construction
All the categorical variables were presented with frequencies and proportions, and analyzed by a chi-squared test.
Survival curves were depicted using the Kaplan-Meier method and compared using the log-rank test. Only variables that were found to be associated with survival in univariable analysis were included in the multivariable analysis (significance with two-sided P,0.05). Variables were selected through the forward stepwise selection method using the Cox proportional hazard regression model. The nomogram was constructed based on the significant prognostic factors.
Validation of the nomogram
The performance of the nomogram was measured by discrimination and calibration. Discrimination was evaluated using Harrell's concordance index (C-index). The area under the curve (AUC) from receiver operating characteristic (ROC) analysis was used for assessing the precision of the 5-and 10-year survival predictions.
14 The value of the AUC ranges from 0.5 (no discrimination) to 1.0 (perfect discrimination). Calibration plot was used to visualize the variance between nomogram-predicted prognosis and actual prognosis. All the statistical analyses were performed using R software version 3.5.1 (http://www.r-project.org). Differences were considered statistically significant if the P-value was ,0.05.
Results

Patient characteristics
A total of 1,657 patients were collected in this study with 1,105 patients randomly assigned to the training set and 552 to the validation set. Figure 1 lists the data selection process. In the whole study set, 1,197 (72.2%) patients were .45 years of age, 1,004 (60.6%) patients were female, and 653 (39.4%) patients were male. For tumor size, #2.0 cm was the most common type (50.0%), followed by 2.1-4.0 cm (30.7%). Multifocal tumors were observed in 515 (31.3%) patients and a gross extrathyroidal extension of cancer in 297 (17.9%) patients. Most patients (45.3%) received total thyroidectomy and were categorized as T1 stage (45.3). Few patients had lymph node invasion (39.2%) and distant metastasis (99.2%) at diagnosis. The median follow-up was 55 months (range: 1-143 months). By the end of follow-up, 188 (11.3%) patients had died, including 100 who died from MTC and 88 who died from other causes. The clinicopathologic characteristics of patients are listed in Table 1 .
establishment of the nomogram
In the univariable analysis, age, sex, tumor size, extrathyroidal extension, multifocality, T stage, N stage, and M stage were significantly associated with OS in the training set (P,0.05). These significant factors were included in the submit your manuscript | www.dovepress.com
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guan et al (Table 2) . These variables were then incorporated into the OS nomogram in the training set ( Figure 2A ). Moreover, those independent variables were also found significantly associated with CSS and therefore used to build a CSS nomogram ( Figure 2B ).
Validation of nomograms
The predictive accuracy of the nomograms was evaluated by C-index. Our nomogram displayed better accuracy in predicting survival in both sets. The internal validation was performed via the training set with the C-index as 0.766 (95% CI, 0.722-0.810) in OS and 0.862 (95% CI, 0.815-0.909) in CSS, respectively ( Table 3 ). The external validation was performed via the validation set with the C-index as 0.800 (95% CI, 0.744-0.856) in OS and 0.893 (95% CI, 0.842-0.944) in CSS, respectively. Calibration curve showed good agreement between prediction and observation in the probability of 5-and 10-year OS and CSS in both training and validation sets (Figures 3 and 4) . Furthermore, the comparisons between the nomograms and TNM sixth staging system were performed in the training set. The nomogram discrimination for OS and CSS prediction was superior to that of the TNM sixth stage system (C-index =0.766, 95% CI, 0.722-0.810 vs 0.679, 95% CI, 0.633-0.725; 0.862, 95% CI, 0.815-0.909 vs 0.778, 95% CI, 0.728-0.828). Moreover, the discrimination was also enhanced with the nomogram compared to TNM staging system when analyzed in the validation set ( Table 4) .
comparison of aUc values of the nomogram and TnM sixth staging system
The two ROC models of the 5-and 10-year survival were compared in training set ( Figure 5 ). The AUCs for predicting the 5-and 10-year OS were both 0.726, whereas the AUCs of TNM sixth staging system were 0.616 and 0.592, respectively. Regarding the prediction of 5-and 10-year CSS rates, the AUCs of the nomogram were 0.829 and 0.841, while the AUCs of the TNM sixth staging system were 0.647 and 0.643. Taken together, the nomograms had a superior discriminative capacity for predicting both OS and CSS compared with the TNM sixth staging system.
Discussion
Nomograms are becoming increasingly popular decision aids for predicting cancer risk, predicting prevention, and therapeutic outcomes. multiple malignancies due to their ability to handle complexity in a systematic, unbiased manner. [16] [17] [18] Although some studies have reported risk factors associated with survival in patients with MTC, 7, 19 single prognostic factor shows limited utility in prediction of individual survival probability. Few studies have created a prognostic model for this disease. A retrospective study of 249 patients at Memorial SloanKettering Cancer Center by Ho et al conducted a nomogram for predicting cancer-specific mortality in MTC. However, neither large-scale samples nor external validation was applied in this study.
This study established OS and CSS prognostic nomograms for MTC patients based on a large, multicenter data set. We identified five clinicopathological characteristics that could predict both OS and CS for patients with MTC. Our nomograms displayed favorable discrimination and calibration. Furthermore, they exhibited excellent predictive ability of the 5-and 10-year OS and CSS compared with the classic TNM staging system. Our nomogram models were easily used clinical tools which would facilitate the popularization of patient counseling and personalized treatment.
The nomograms highlighted the clinical significance of age, tumor size, extrathyroidal extension, N stage, and M stage in MTC patients. The result showed that most patients were .45 years of age, who suffered worst survival, poor OS and CSS. Multiple studies have found that age is a major determinant of thyroid CSS. 20 Older age has been identified as an independent risk factor, suggesting that older patients had lower survival rates. [21] [22] [23] Patients older than 45 years are generally considered to have poor prognosis of differentiated thyroid cancer (DTC) patients. 24, 25 With advancing age, a higher-risk histological phenotype is more likely. Previous edition of the AJCC staging system used 45 years of age as a cutoff value for DTC patients. Recently, the eighth edition has moved the cut point to age 55 years. However, regardless of the cutoff value, age is identified as an important prognostic factor for DTC and MTC patients. Tumor size was an independent prognostic variable in the nomogram in this study. In fact, only the tumor .4.0 cm exhibited significant higher prognostic risk than tumor #2 cm, whereas the rest stratification remained insignificant. It was possible that the tumor size could be one of the insightful variables for the prognostic risk prediction. T stage represents the extent of the primary tumor, including tumor size and the extrathyroidal extension. Our result indicated that tumors .4 cm and extrathyroidal extension have an impact in OS, while T3 and T4 do not. This may be due to tumors .4 cm and extrathyroidal extension including the total number of T3 and T4 stage patients. However, the current study evaluated T3 and T4, separately. Lymph node metastasis is a crucial prognostic factor in patients with malignancies. The number of metastatic lymph nodes has been incorporated into the submit your manuscript | www.dovepress.com
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guan et al N-staging of several types of cancer. Several reports indicated that the positive lymph node number was significantly associated with both OS and CSS in patients with DTC. [27] [28] [29] Similar to the results of this study, lymph node metastases showed a significance with prognosis in our nomograms. Distant metastasis was also a significant prognostic factor in the reported nomograms. 30, 31 However, sex, race, multifocality, surgery, and T stage were not prognostic factors.
Nomograms address the complexity of balancing different variables through statistical modeling and risk quantification. Their systematic approach also avoids the bias of individual physicians or individual abnormal clinical variables. In addition, nomograms may be the most valuable when the potential benefits of added therapy are unclear. 32, 33 They are very useful for individualized risk stratification and help doctors identify the management where no firm guidelines may exist.
We recognize several limitations in our study. First, the nomograms were constructed from the collection of retrospective data. Therefore, this may lead to the risk of potential selection bias. Second, due to the rare specific mortality of MTC, the evaluation of recurrence risk is believed to be more meaningful than death. However, SEER database did not record the data with respect to recurrence. Therefore, the evaluation of recurrence risk cannot be performed. Finally, some other critical prognostic variables were unavailable in the SEER database. For example, RET mutation status and calcitonin doubling times are recognized variables that predict outcome.
Conclusion
We successfully established and validated prognostic nomograms to predict 5-and 10-year OS and CSS of MTC patients based on a large study cohort. The nomograms may provide an alternative tool for prognostic prediction, which may be used to accurately provide information to both physicians and patients, allowing for tailored treatments of MTC.
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